of age; his mother died when about fifty (?); she had sixteen children.
tension. Vision: right, 20/30 plus C plus 3.50 sph.; left, 20/20 minus C plus 3.50 sph. Fields generally contracted for form and colors. No scotomata. Has diplopia increasing to left; image level; diplopia is ligllt and indicates a slight paresis of left rectus; motility good.
Pathologic Examination.-Urine, negative. Blood, negative. \Vassermann, 4 plus. Blood pressure, 140.
Radiographs of chest and anterior view of sinuses are negative. The lateral view shows enlargement of the sella, with probable erosion of some of its walls.
Radiographer 's Report.-Plates 3743, December 20, 1915; 3743b, February 21, 1916 . "The sella measures fourteen millimeters long by thirteen millimeters deep, and the area (averaged from the four plates by means of the planimeter) is one hundred and forty-five square millimeters, which is considerably larger than it should be. The posterior clinoids are elongated by apparent erosion at the base. A tumor in this location would be in contact or very close to the internal carotid as it leaves the carotid canal in the petrous pyramid; or there might be an aneurism of the carotid, possibly both tumor and aneurism, which would account for the bruit.
Sphenoidal sinuses are large and clear.
(Signed) GEORGE S. DIXON, M. D."
DISCUSSION.
DR. CHARLES GRAEF said' that he was especially interested in this case, as he had been the first to see it, the patient having been referred to him last year by a practitioner for tinnitus and diplopia. He had made a diagnosis of aneurism, but had not determined the exact location of the vessel involved. It would seem to him that if the X-rays were to be accepted here as decisive, the pituitary gland should be expected to show more evidence of disturbance after a period of involvement lasting over a year, as this one has. No localizing signs or symptoms were found outside the X-ray shadows, and in intracranial conditions there were not very trustworthy. While under his care, the Wassermann reaction being four plUS, the patient was kept on mixed treatment and given a series of mercurial inunctions. Outside o£ that, he could think of nothing likely to be of value but salvarsan, and as that was very expensive and difficult to SOCI£TY PROCEEDINGS.
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obtain, the patient was not admitted to the hospital, and drifted into other hands.
He expressed his gratification at hearing the complete history .given and at seeing the case here. He had never before heard of anything like this case. He had spoken of this patient to some of the members some weeks ago, and had intended to arrange for its presentation before the section.
DR. AI.£XAND£R in discussing the case stated that he had shown plates to Dr. Quimby, who agreed with findings of Dr. Dixon.
DR. EACI.£TON said he believed the condition was due to an aneurism of the carotid which had widened the sella by pressure, and that he did not believe the pituitary involved.
Labyrlntltitl. Following Mump•• DR. NORTON L. WILSON said that he presented this case not because of its rarity, but with the hope of either being able to do something for the restoration of the patient's hearing or to convince her that nothing could be. done.
The patient, Marguerite F., was fifteen years of age, and had' never had any trouble with her ears before the present attack. On December 25, 1915, she was taken ill with diphtheria; that same evening she was given four thousand units of antitoxin. The throat cleared up rapidly. On January 1st the left parotid gland became swollen, and the next day the right gland became involved. On January 5th, five days after the left gland became involved, she had some dizziness accompanied with nausea. On the 7th she had severe vertigo and vomiting.
She was. seen by Dr. Wilson in consultation with her physician on the 8th of January. at which time she could not raise her head from the pillow without vomiting. The external canals and membrana tympani were normal. She was deaf in the left ear and complained of subjective noises; the noises' still persist at times. The vomiting was not of. the projectile type, and she had no fever at the time Dr. Wilson saw her. The vertigo lasted about two weeks, while the vomiting lasted only two days. At the time he saw her there was no nystagmus.
With the finger in the right ear she hears some sounds, but with the noise producer in the right ear she does not hear the 138 NEW YORK ACADEMY OF MEDICINE. loudest shout. The static labyrinth is functionating, as shown by the caloric test. DISCUSSION. DR. DENCH said that these cases are not so very common, and he would like to know from Dr. Wilson what had been done for the patient therapeutically. Sometimes pilocarpin helps these conditions. He had seen certain cases of affection of the cochlea following mumps in which it had had a very beneficial effect. Jttst why the vestibular portion clears up and the cochlea does not, he did not know. The cochlear labyrinth has rather better circulation from the anatomic point of view than the vestibular. The only reason he could think of was that the internal structures are rather more delicate in the cochlea, and while the gross circulation of the cochlea is better, the anastomosis in the semicircular canals is more free. Perhaps another reason is that though we are apt to consider the three semicircular canals as being on three exact mathematical plaAes, they are not so, and each semicircular canal takes up a part of the function of the others. We may for this reason have a functionating static labyrinth while the auditory labyrinth is destroyed. He strongly advised using pilocarpin in this case.
DR. BLACKWEI,L, referring to independence of the cochlear and the vestibular branches, cited two cases which he had seen, in each of which the cochlea function was entirely lost without any history of vestibular irritation. Both presented perfectly normal vestibular action to both caloric and whirling tests.
DR. WILSON, closing the discussion, said that he had nothing to add excepting to say that he was familiar with Dr. Dundas Grant's paper on the use of pilocarpin, but understood that he uses it in the earlier stages of the condition. DR. HUGH' B. BLACKWELL: The patient, a boy, fourteen years of age, with a negative family history, was apparently in good health. The present trouble began eight months ago as a thin red line in the cochlea of the ear. This line gradually increased in size, raising and stretching the overlying integument, until nearly three months ago, when the skin covering became eroded and broke down; within a week the tumor was converted into a raw bleeding mass. During the following two weeks the patient had three hemorrhages from the tumor, one of which was quite severe, lasting for an hour and only controlled by continuous pressure.
The patient first came under Dr. Blackwell's observation nine weeks ago in the otologic clinic of Dr. Robert Lewis at the New York Eye and Ear Infirmary. At that time the tumor was about five times its present size, filling the lower portion of the concha. Its upper half was devoid of any skin covering and bled freely when touched. At first the appearance was somewhat that of an ordinary aural polyp. There was no glandular involvement.
Closer inspection revealed the fact that the growth was attached to the floor of the concha and that the external auditory canal and membrana tympani were normal. The tumor was cocainized and removed as closely as possible to its base by means of a wire snare. Its removal was followed by a very free arterial hemorrhage which came from a large vessel located in the center of the pedicle. This was controlled by means of a pressure bandage, and the tumor was sent to the laboratory for examination.
Laboratory Report.-HI beg leave to report in the case of Thomas McH. (Clinic No. 3402 ) that the growth removed from the concha is covered with epithelium having a slight tendency to digitate. The main portion of this tumor is composed of irregular connective tissue cells in which is found a very liberal supply of blood vessels or channels, some with no walls whatever and the balance lined with a single layer of endothelium. Some lymphoid cells being also present, the histologic picture of lymphangiosarcoma is completed. I would add that pedunculated sarcomas in this region are not likely to recur if thoroughly removed.
(Signed) GEORGE S. DIXON, M. D." Conc1usion.-The condition is very rare. Politzer, in his book published in 1909, mentions only one case, that of Cohen Servaert. It is the first instance of its kind that I have observed in seven years' experience in two large active ear clinics. In connection with the previous history of hemorrhage, it is worthy of note that ]iingken states that in the simple angioma sometimes seen in this location a fatal issue may result from 740 N!tW YORK ACADEMY OF MltDICINE. the rupture of vessels. On admission to the clinic, the interesting significance of the case lay in its close resemblance to an ordinary aural polyp-illustrating as it does the necessity of a careful differential examination in these cases. Of course, it is recognized that the histologic examination of a tumor may lead to a widely different appearance from one based on its clinical picture. In view of Dr. Dixon's careful examination and the clinical evidence submitted, Dr. Blackwell believes that despite its present innocent appearance the growth should be regarded as an early malignant recurrence and should be extirpated by means of what now would constitute a comparatively simple operation.
DR. JOSEPH COLEMAN: These two cases of mastoiditis which have come under my observation during the last few months belong to the class designated as atypical or insidious; atypical, in that the almost constantly existing symptoms which we are accustomed to find in acute mastoiditis, are either partially or totally absent; and insidious, because of the apparent slowness of the process, the coexisting extensive tissue destruction. I will report these two cases as briefly as possible.
Case I.-Mr. P. M. B., aged forty-five years, came to my office December 22, 1915, complaining of inability to hear and pain on the left side, in the region of the mastoid antrum. From his history I learned that three months previously he had sudden severe pain in this ear, for which a paracentesis was done a few days later. Following the incision in· the drum, he states that in spite of strict observation no discharge was seen. Examination of the hearing in the affected ear showed a watch which is normally heard at thirty inches to be heard at two inches, whispered voice at four feet, spoken voice at ten feet, Weber lateralizing to the left, the affected side, and Rinne diminished positive. The lowest fork heard was the 64, while all the high forks were heard. Upper tone limit normal. Examination of the ear showed the canal to be perfectly dry, drum intact, but slightly congested and thickened, resembling the condition found in a resolving acute catarrhal process. There was no bulging of the drum, and no sagging SOCIETy PROCttDINGS. of the bony canal wall. Patient presented himself three days later with slight swelling behind the ear, and diminution in pain. He was sent to the New York Eye and Ear Infirmary and operated the following day. No X-ray was taken.
There was found a good sized perforation of the cortex. The cavity of the mastoid was full of pus and granulation. The cellular structure was broken down through almost the entire extent of the bone. The inner plate was eroded, exposing an area of sinus about three-quarters of an inch in length, bathed in pus, and covered with a heavy layer of granulation. The cerebellum was also exposed, with quite a large exposure in the middle cranial fossa. Bacteriologic examination of the smear taken from the mastoid at the time of operation showed long chain streptococcus. Discharged from hospital January 4, 1916.
Case 2.-Mr. J. B. J. presented himself with a history of having had pain in the right ear five months previous. Paracentesis had been performed, but no subsequent discharge was noted by the patient. lIe has now a large swelling behind the right ear, which has existed for two days. The canal is dry, the drum membrane intact, pearly white, of normal contour, and there exists no sagging of the bony canal wall. There is no pain. Case seemed to be one of local infection. Patient was advised to entcr the infirmary. At the time of operation a probe was found to extend deeply into the wound, and disclosed an area of bare bone. Suspecting a fistulous opening, the incision was extended, and an enormous perforation in the cortex was found over the antrum. The sinus had been exposed by the process from the knee to the bend below, where it turns in toward the bulb. There was also an exposure of the cerebellum on each side of the sinus. The entire area was covered with pus and dense granulation.
In this case there existed no indication of infection of the middle ear, though account was taken of the fact that a paracentesis had been done five months before. The cells of the mastoid were obliterated and the bone sclerosed. In the region of the zygoma the bone was soft and necrotic. There was no X-ray taken or blood examination made. Smear taken from the mastoid at the operation showed streptococcus capsulatus.
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In both of these cases the process seemed to have undergone resolution in the tympanic cavity, then going inward and eroding the inner plate, coming to the surface later. In the second case, resolution in the middle ear had been so complete as to leave no indication of the infection. Undoubtedly the route of infection in both these cases was through the middle ear, yet in a case, particularly like the second, it can easily be seen that where the middle ear seems to take so small a part in the process, the route of infection might possibly have been considered to be of another source. Keedless to say, primary infection of the mastoid must be exceedingly rare. Just why in some of these cases the process seems to pass through the middle ear and produce so few symptoms there is still a matter of speculation. It has been attributed to the anatomic structure of the middle ear or of the mastoid bone. Among conditions of the middle ear are mentioned thickened tympanic membrane, while as causative factors in the mastoid, the sclerotic type of bone, and bones with small aditus and far forward sinus are considered.
No doubt in many of these cases the inflammation of the tympanum may be so slight and transient as to escape notice. and passes on until it reaches the mastoid antrum, where inflammatory swelling in the aditus shuts off the tympanic cavity from the antrum, with proliferation of the infective material and destruction of tissue with consequent abscess of the mastoid.
The reasons for presenting these cases are the necessity of remembering the tendency of cases of this kind to run on until intracranial complications arise.
To illustrate the value of the X-ray, as no doubt in both these cases diagnosis could have been established much earlier by this method, and the necessity of bearing in mind these ca>:es in which typical symptoms are absent. DISCUSSION. DR. MCCULLAGH said that he had had three cases within about a week corresponding very closely to those reported by Dr. Coleman. One case gave a history of having had an earache for an hour or so which cleared up and remained so for the six weeks before he came to the office. When first seen the SOCIETY PROCE£DINGS.
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picture presented by the drum was one of a resolving catarrhal condition. The patient was watched for three or four weeks, without any change. He could hear a whisper at fourteen feet practically during all this time. Then one morning he telephoned, saying that he had had pain all night and that his ear was "sticking out from his head."
On examination a subperiosteal abscess was present, and on operation a large perisinus abscess was found, very much like that reported by Dr. Coleman.
A few days later another patient (a trained nurse) appeared with a subperiosteal abscess and practically the same history, except that the pain had been more marked. It cleared up under hot irrigations. The patient had had no symptoms for six weeks, when suddenly there was a rupture and perforation through the cortex. In this instance there was no erosion nor destruction of the internal table.
Dr. McCullagh said that at the same time he had another case under his care. This patient was a young man of about twenty years, who complained of a clicking noise in his ear, with a feeling of stuffiness. His drum was red, but there was no bulging nor sagging of the posterior superior wall. When he first saw this case the ear showed practically the same appearance of a resolving acute catarrhal process. The patient gave absolutely no history of any acute attack. He was watched for a month or six weeks, and then the other cases having come in in quick succession, there was some uncertainty as to what was going on in the mastoid. An X-ray picture was made, showing that the mastoid was filled with either pus or granulations. The condition was explained to the patient, and he agreed to have an operation as soon as he could arrange his business affairs, but he disappeared and had not been heard from since.
DR. E. B. DENCH said that everyone must recognize a type of latent mastoiditis in which an infection of some remote area of the mastoid occurs at the same time as the infection of the middle ear. Naturally, an acute otitis media is always an acute mastoiditis, but if-owing either to the topography of the mastoid in the individual case, or possibly to obstruction to drainage due to the inflammatory process--certain remote cells of the mastoid region are blocked off, the middle ear N!tW YOllK ACAD!tKY OF MltDICIN!t• . inflammation may clear entirely, or almost entirely, and yet a deep seated. focus remain in the mastoid. He had never seen a case in which the middle ear had cleared absolutely, although in most of these cases-socalled latent in character-the remaining middle ear involvement was so slight that one hesitated in opening the mastoid. In everyone of these cases operated upon, rather extensive tissue destruction within the mastoid was found. The speaker emphasized the fact that an infection confined to the middle ear alone and those mastoid cells immediately adjacent to it, is limited to a rather small space. Such an inflammatory process, if so limited, will clear up in a comparatively short time if free tympanic drainage is instituted by free incision of the drum membrane. If within ten days or two weeks from the beginning of the attack the inflammatory process within the middle ear has not practically cleared up. it is then safer to enter the mastoid process. The speaker has followed this rule 'for the last two years, and has never opened a single mastoid without finding the destruction more extensive than he had anticipated. With a discharging ear, or a middle ear that has not returned practically to normal at the end of two weeks, the surgeon is safer inside the mastoid than outside it.
While radiography is of considerable value, it is impossible to tell from many X-ray pictures whether this cloudiness found in the·mastoid is due to softening or to a beginning sclerosis. If after a number of months the cloudiness remains and the septa are intact, we know that the condition is one of sclerosis, If the septa are broken down, then we know that the radiographic changes are due to the presence of pus.
DR. FRIESNER said that what Dr. Dench had stated was very true regarding those cases where then: is middle ear discharge. However, there are cases which cannot truly be called latent mastoiditis so far as its being possible to suspect them by discharge. He then cited the case of a child, seven years of age, who had been brought into the Manhattan Eye, Ear and Throat Hospital with a fulminating acute meningitis. The child had never had any history of middle ear trouble until three days before Dr. Jones saw him, and all that he complained of at that time was a slight stuffiness in the ear. The hearing was good, the temperature was normal, and the appearance of the drum was normal. When seen with this fulminating meningitis the SOCIETY PROCEEDINGS.
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light reflex and landmarks of the drum were normal. When the child developed a temperature, Dr. Jones did a myringotomy through what he believed at that time to be a normal drum There followed no discharge from the middle ear.
After admission to the hospital a lumbar puncture was performed. Pus and streptococci were found, and within a few hours the child died. A postmortem was done, which confirmed the antemortem diagnosis of diffuse purulent meningitis. Dr. Friesner said he chiseled through the antrum and found the tegmen soft. and the chisel dropped into a large cavity filled with mucopus. Then he shaved off the tegmen of the middle ear, and the ossicles were as clean as he had ever seen them postmortem.
. Dr. Friesner said that he believes primary mastoiditis to be exceedingly rare, but this was an instance in which without any symptoms and little history of middle ear disturbance, or without anything leading one to suspect any complication, the child had an extensive destruction in the mastoid which led to the intracranial condition he had described.
He had also seen other cases. One of the surgeons at the Manhattan Eye, Ear and Throat Hospital had a trite saying: "Beware of the ear that is clearing up." Not long ago they had a case which looked like an acute catarrhal otitis, and was treated as such. Someone. had done an ethmoid operation on the patient. While one of the men was examining the patient, he stopped breathing; he was operated upon, a subtemporal decompression first being done. and then the posterior fossa was examined. He had a cerebellar abscess which was opened. After the cerebellar abscess had been drained the mastoid was operated upon, streptococcus mucosus was found. The man's drum was faintly pink, no bulging; the landmarks were all present.
It is not the cases that have middle ear symptoms, etc., where one is so apt to go wrong; but where the middle ear symptoms are slight and where there is pain or headache and tenderness -that is where one must beware of ears that are clearing up.
A Fatal Ca.e of Mastoiditis Following Pertuula and Inftuenza and
Complicated by Meningitis and Concealed Measlee.
DR. RALPH OPDYKE: Ordinarily mastoiditis follows one special infection. as influenza, measles, scarlet fever, pertussis, etc., with, of course, staphylococcic or streptococcic organisms as the exciting factor; but seldom is a patient so unfortunate as to have so many of the exanthemata, as in this instance, precede the mastoidal involvement.
C. M., aged seven years, only child, and with healthy parentage. Mother living and well. Father died accidentally several years previously. Child's history practically normal since infancy till in the winter of 1914, when she had a severe attack of whooping cough which was of a protracted form and left her in a nervous and lowered resistant condition. Hardly had she completely recovered from this when she had a severe grippe infection which greatly aggravated her bronchial irritation from the earlier pertussis and attacked her gastric and intestinal tract in such manner as to make it difficult to feed her a sufficiently nourishing diet. This naturally added not a little to aggravate her abnormal nervous high tension and make her unusually sensitive to the slightest pain or noise.
As the grippe was subsiding her ears were attacked, first the right and then the left, and the frail little girl was in constant distress. She ran a rather unusually high pulse and temperature and seemed to have more than the ordinary severe earaches. Prompt incision of the drums relieved her, as is customary, and for a time it seemed as though her troubles were over. Though the left ear made a complete recovery, the ri~ht continued discharging, and the pain in the middle ear persisted and there was some tenderness over the right mastoid. As the blood count showed a relative high infection with continued lowered resistance and her general condition failed to respond, even though the aural discharge was mixed and only :l. very few streptococci present, an immediate mastoid operation was done on this right side. The findings were as follows: Cells but fairly broken down, only a few drops of pus present; the lateral sinus situated well forward and, when exposed from the knee nearly to the bulb, appeared normal in every way and was not interfered with.
Patient did fairly well, but the temperature, pulse and condition, both locally and generally, did not immediately improve as is usual. Though the wound remained perfectly clean and aural discharge scant, the temperature ranged from 103.5°F. to 105°F. at nights, and from 102°F. to 104°F. mornings, with a correspondingly high pulse. Respirations stayed about thirty, and there was some cough, though the lungs were negative. Her throat kept very red and inflamed and bothered her. Cultures of same were negative for any specific germ. Measles was watched for, as she had been exposed to it a few days before the mastoid operation, but no rash nor coryza appeared, nor any other diagnostic symptoms. Another blood count was taken, showing leucocytes 15,000 and polynuclears ninety per cent. The various urinalyses were practically negative. Hiss serum was given at frequent intervals, also vaccines, but nothing reduced the pyrexia, nor improved her resistance. Some symptoms of an incipient meningitis were present, but all the various lumbar punctures were negative.
On the first of-April, eight days after the mastoid operation, patient was removed home, as the advent of measles complicating was feared, the only symptoms of which was the suspicious-looking throat and the appearance of a rash after repeated hot baths. This rash disappeared and temperature again rose, and symptoms of a meningeal nature manifested themselves. Still nothing about the mastoid region gave any help, and the sinus continued to have a normal appearance, and there was no tenderness in the neck nor evidence of a thrombus being present. Several consultations by other aurists and pediatricians failed to clear up the picture to any extent, and the child gave further evidence of hidden measles with meningeal symptoms present. Her mind was perfectly clear and wonderfully alert up to within two days of her demise. Successive convulsions with cortical irritation now appeared, and a fairly typical erythema spread over her chest, face and neck. Roth optic discs became injected and cloudy, and her vision failed to some extent. On the day of her death and some hours previous thereto she turned almost black with a typical advanced form of measles, and her eyes and nose gave every evidence of an advanced and tremendously severe form of infection.
During the last few hours she was in coma and her meningeal symptoms subsided entirely. No autopsy was permitted, and it is a moot question how much it would have helped to clear up the important factor as to whether the aural condition, existing for some time, had any active bearing in the later meningeal condition, or whether the latter was entirely 748 NEw YORK ACADEMY OF M~ICINE. due to the exceedingly severe measles infection which did not declare itself, but on the contrary wellnigh burned up the little body, already weakened and with no resistance from the successive infections from within and without. Certainly, during the last thirty-six hours no one could possibly have mistaken the picture of a most virulent measles, but earlier the meningeal element was not in all respects plain-that is, insofar as resulting from a local and definite cause.
As an otologist I cannot believe resecting the jugular or excising the lateral sinus would have been of any avail. It is possible, of course, that the various cerebral veins were involved from the measles poison, but certainly none in s\1ch manner nor in a location whereby operative measures would have been of any avail. Also, that everything possible was done to hasten the measles' appearance and thus relieve the absorbing poison. The appearance of the mastoid when exposed, the child's continued cachexia, the later high blood count, and protracted varied illnesses, proved beyond peradventure the patient's tremendously lowered resistance, and account most conclusively how it was almost impossible for a favorable outcome to have ensued.
Bilateral Labyrinthitis With Brain Abscess Presenting Some
Unusual Features.
DR. S. MCCULLAGH: Grace K., aged twenty-seven years, gave the following history: Fourteen years ago she had had a mastoid operation performed on one side, and one year later on the other side, for a chronic suppuration following scarlet fever. Has had a right facial paralysis since that time. There is still a discharge of foul pus from both ears, more profuse on the right side. Has been absolutely deaf since the operation. For some time past has been suffering from constant headache which varies in intensity. At irregular intervals, sometimes as often as twice a month, the headache will be very severe, this severe pain lasting from a day or two to a week.
Examination.-On both ears a radical operation has been performed. On the right side there is a postauricular fistula and the tympanic cavi.ty is full of foul-smelling pus and granulation tissue. In the left ear there is also a small amount of pus and granulation tissue. There is complete loss of SOC!tTY PROCItJ£DINGS. function of both labyrinths. The station is very poor, even when the eyes are open, and the patient tends to fall to the right. A diagnosis of abscess in the region of the internal auditory meatus with chronic suppurative labyrinthitis was made and operation advised.
May 28, 1915, operation, assisted by Dr. A. Braun. Upon opening up the old wound and cleaning out the cavity, the external semicircular canal was found to have been eroded away. A Neuman operation was performed. The bone in the solid angle was softened and the whole labyrinth was full of granulation tissue. When the dura was first exposed there was no pulsation, but after the escape of some cerebrospinal fluid through the opening at the internal auditory meatus, pulsation was established. No abscess was found at this site. An abscess cavity, containing no pus, with firm walls, opening on the floor of the middle fossa just anterior to the knee of the sinus, where a mass of cholesteatoma had been lodged, was discovered. The opening was about a quarter of an inch in diameter and the cavity was about one inch in the vertical by one-half inch in the horizontal axis, as determined by careful probing. The opening was slightly enlarged and a drain inserted.
There was nothing of particular interest in the convalescence except the remarkably profuse discharge of cerebrospinal fluid, the abundance of which persisted for almost four weeks and did not cease entirely until about five weeks or more had elapsed. On July 4th she was discharged from the hospital and returned to her home, which is out of the city.
I saw her again on August 20th, when she gave a history of having had, for the past two weeks, "fainting spells," severe general headache, vomiting, petit mal, loss of memory, chills and a constant fever ranging from 99 2/5 0 to 101 2/5 0 • She was seen in consultation by Dr. J. A. Booth, who was of the opinion that 'she had a cerebellar abscess. Personally I thought that the sinus draining the old abscess cavity had closed before complete healing had occurred, or that there was a secondary abscess in that same region. The patient at first refused operation, but the pain became so severe that she consented to an exploratory operation.
On August 28th I reopened the old wound and removed a 750 N£W YORK ACAD!tMY OF MlDICINlt.
portion of the squama. Great annoyance was caused by a profuse arterial hemorrhage from between the skull and dura that necessitated such firm packing for its control as to distort the relations. An incision was made in the dura over the lateral aspect of the temporosphenoidal lobe at the site of the former abscess, and with a long, narrow bladed knife seven exploratory punctures were made in various directions with negative results. The cerebellar dura internal to the sinus was then incised and five punctures made with a like result. The symptoms were relieved by the operation and convalescence went along uninterruptedly until September 8th. The patient had been out of bed on September 7th. Early that morning the patient complained of violent headache. The pain rapidly increased in intensity and was accompanied by screaming paroxysms. She was very restless and vomited frequently. By noon she was unconscious and opisthotonos was well marked. The pulse was poor and respiration was of the Cheyne-Stokes type. The temperature was about 99 0 • Dr. Booth and Dr. Braun saw her in consultation with me, and we agreed that it was a case of fulminating meningitis. No lumbar puncture was made, as I felt it was unnecessary and uncalled for. A blood count showed leucocytes, 15,000; poly-nuc1ears, seventy-two per cent; large mononuc1ears, three per cent; small mononuc1ears, twenty-five per cent.
September 8th. Condition unchanged. Maximum temperature, lOP. Respiration, 14 to 30; pulse, 90 to 118. Blood count: Leucocytes, 28,260; polynuclears, ninety-two per cent; large mononuclears, six per cent; small mononuclears, two per cent.
September 9th. Patient conscious. Pain in head not severe. Vomiting persists, perhaps due to the morphin she 1}ad been receiving in large doses.
The nurse who had attended her after her first operation nappened in and gave a history of a similar attack at that time, when the patient had been unconscious for four days with a well marked opisthotonos.
During further convalescence there were two similar but less marked attacks, accompanied by severe pain with screaming, vomiting and slight rise of temperature. The first attack lasted about five days, the second about two.
The patient was discharged from the hospital on October 4th.
I saw her last on February 4, 1916. The ear was completely healed. She still complains of a constant dull pain in the right temporal region, localized about one and one-half inches above the ear and over the right eye, in the region of the frontal sinus. She has attacks of what she describes as severe pain which come on at irregular intervals, have an indefinite duration-"usually all day"-and subside gradually. Otherwise she is well.
The only hypothesis that would seem to give a rational explanation of this history is that drainage from some undiscovered intradural focus of infection was temporarily shut off, precipitating the crises mentioned.
DISCUSSION.
DR. BLACKWELL asked if the abscess cavity had a wall. DR. MCCULLAGH replied in the affirmative. It was evidently an old abscess with good rigid walls, which they were careful not to disturb.
